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Dr. HERBERT WILLIAMSON: There can be little doubt that elongation of the' supravaginal cervix may be due either to stretching or to tissue formation. .I have been in the habit of demonstrating to students the stretching of the supravaginal cervix in cases of prolapse of the second degree, by measuring the uterine cavity when the uterus was down, then replacing it and measuring the cavity'again; 1A in. to 21 in. difference in the two measurements is usually found. There are on the oth'eP hand cases in which the elongation is permanent and not due to stretching; thiere is a specimen in St. Bartholomew's Hospital Museum of a uterus with a supravaginal cervix measuring 3* in. in length. It is probable that in the early stages the elongation is entirely due to stretching, but that in the later stages in some instances the elongation becomes permanent. Dr. Lapthorn Smith appears to be confusing two different conditions. The cases he describes in nulliparm are evidently cases of elongation of the vaginal portion of the cervix-a congenital condition, and not the result of prolapse. IN 1897 Dr. Amand Routh read a paper before the Obstetrical Society in which he recorded a case of labour in a woman suffering from paraplegia. He also gave notes on all the cases of a similar nature, seven in number, which had been recorded in medical literature and discussed the whole subject in a very exhaustive and able manner.
In 1909 a case of this sort came under my own care. I had hintended to record it at the time but I thought it would be more satisfactory to wait until I could get an opportunity of verifying the cause of the paraplegia by a post-mortem examination. Unfortunately whilst waiting, through inadvertence, the matter slipped my memory, and only recently has it been again brought to my mind. On inquiry it was found that the patient's last menstrual period had ceased on July 2. On October 15 the following note was made: "Per abdomen an elastic mass, presumably the gravid uterus, can be felt.
It extends about 2 in. above the symphysis pubis. BimanuLally, the abdominal mass is found to be the body of the uterus presenting the characters of a pregnancy of about the third month."
The case was then transferred to my ward.
During the following weeks the patient's general condition was unsatisfactory. There were many rises of temperature-up to 1030 F., and there were two attacks of congestion of the lungs, one in September and the other in December. The urine was offensive in spite of repeated irrigation of the bladder. There was inflammation of the gums. The bedsores remained unhealed.
On December 17 the patient declared that she had quickened and from that time onwards she thought that she could feel the foetal movements. At no time could the foetal heart be heard or the fcetal movements felt per abdomen. When the fundus uteri had reached the level of the umbilicus it seemed to stop growing and as no sign of foetal life could be detected I thought that the fcetus had died. However the woman stoutly maintained that she could feel the foetal movements. Careful measurements were taken and after a time it was ascertained that without doubt the uterus was still increasing in size, though at a very slow rate. (At the end of the pregnancy the distance of the fundus uteri above the symphysis pubis was 12 in., and the whole uterus was considerably smaller than usual.)
On March 20 conatractions of the uterus were first noticed during palpation. At 4.30 a.m. on April 10, 281 days from the last menstrual period, the nurse was going to dress the bed-sores when she noticed a blood-stained discharge from the vagina. Well marked uterine contractions could be felt per abdomen coming every two minutes. At 8.10 a.m. (that is three hours and forty minutes after the first sign of labour was noticed) a living female child, weighing 5 lb. 131 oz.
L.O.A. was spontaneously delivered. During some of the uterine contractions the patient experienced a "very slight niggling pain," but such a sensation was very occasional and otherwise the labour was entirely painless. The placenta was expelled spontaneously at 8.35 a.m. No vaginal examinations were made. The involution of the uterus was normal. Abundant milk was secreted but it was unsatisfactory in quality and as the child, rapidly lost weight it was weaned and put on a diet of cow's milk on which it did excellently. After delivery the bed-sores gradually healed.
Strong pressure was brought to bear on the patient to get her to remain in the ward for incurables which we have in the hospital.
Unfortupately she refused and discharged herself. I kept in touch with her for some months and then found that she had suddenly become much worse and had been taken to an infirmary, where she died shortly after admission. Unfortunately no post-mortem examination was made, and I did not know of the patient's death until some weeks after it had occurred. The child was alive a year after its birth.
In the above case, as in that recorded by -Dr. Routh, there were bed-sores, cystitis and congestion of the lungs together with irregular rises of temperature. Unlike Dr. Routh's case no long hair developed over the anaesthetic -area of the body, and the uterine contractions, relaxations, and retraction were quite normal.
One striking feature of the case was the exceedingly slow rate of growth of the uterus after the fifth month and its small size at the full term. The normal gravid uterus is said to grow at the rate Section of Obstetrics and Giyncology of 3,5 cm. (1 in. = 2'54 cm.) every four weeks after the fifth month. The growth in this case was nothing like so rapid as this. In fact it was so slow that I thought at one time the foetus was dead, especially as. neither feetal heart sounds nor movements could be detected. At (2) Direct communication with the brain is not essential to co-ordinate uterine action, though the brain seems to have a controlling influence upon the pains, helping to make them regular, with well defined intermissions.
(3) Direct communication between the uterus and the lumbar enlargement of the cord, through the medium of the sympathetic ganglia between the first and third lumbar, is probably essential to the regular and co-ordinate contraction and retraction of the uterus, as occurs in normal parturition.
(5) Lactation is not solely due to nervous influence, but partly to chemical changes in the blood, affecting secondarily the mammary glands and other tissues of 'the body. This chemical change in the blood is not of ovarian origin, but is probably due to the metabolism of the pregnant uterus."
In the discussion which followed the reading of Dr. Routh's paper the interest chiefly centred round the nature of the physiological stimulus that excites the uterus to expel its contents at the full term. Dr. Mott suggested that this " physiological stimulus " to labour might be a biochemical condition of the blood of the fotus at full term. The trend of all recent work seems to be in this direction. The importance of " internal secretions " in certain physiological processes is being more and more recognized. In the recent editions of all the principal works on physiology the view is expressed that the physiological stimulus to labour is the result of the action of some chemical substance or; substances produced probably in some part of the reproductive system (ovary, placenta, foetus, &c.) April 7, 1918, comatose from eclampsia at the twenty-fourth week of pregnancy. She was distinctly cyanosed and faintly jaundiced. The blood-pressure was 160 mm., there was slight cedema of the ankles and free fluid was present in the peritoneal cavity. Catheterization yielded but an ounce of dark bloody urine. Fits recurred at short intervals. She was delivered of a dead child by abdominal Caesarean section and when the kidney was directly palpated at the end of the operation, it was found to be very hard. As recorded in detail in the British Medical Journal of July 6, 1918, it has been my custom to open the fibrous capsule of the kidney when performing Caesarean section on eclamptic patients who are passing very little water if, on direct palpation, the tension of the kidney is greater than usual. This has been done on the supposition that the increased tension inside the fibrous capsule of the kidney is a factor in causation of a diminished flow of urine by producing pressure on the collecting tubules. However, owing to the early period of the pregnancy in this patient, the CEesarean
